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In today’s tightly regulated healthcare system funding is targeted at services which are finely tuned to achieve tangible predictable outcomes measured against best evidence. Length of hospital stays, waiting times, care pathways and levels of technical skill matched to profiles of tasks in clinical areas are all examples of this. However practice knowledge and skills central to nursing are neither visible, tangible nor easily measured. In such a climate of hard scientific values the importance of a nurse patient relationship is easily underestimated by healthcare providers including some nurses themselves . Perpetual advancement in  the technology of biomedical care and emphasis in practice on the skills to operate such technology coupled with acquisition of diagnostic and  prescribing powers in nursing mean that the needs of personhood are easily eclipsed. This perspective reduces caring to little more than a production line process and contains a number of deficits(Benner et al, 1996).

First, the patient is reduced to a set of problems,complaints and isolated organic disease states which require to be addressed. Second, care centres on preoccupations with issues other than the patient experience of health and illness and patient participation in their care is undermined together with the questions, opinions, fears, hopes and personal information they bring to assessment of need. Third, reactive pharmacological responses are privileged over proactive public health and social approaches to disease. Finally and most crucially the professional carer is personally distanced from the one being cared for and consequently the fundamental state of humans as social beings is ignored (Evans, 2007).

The Relevance of Attachment Theory

Attachment theory bears witness to the centrality of the nurse patient relationship.  We are preprogrammed as prosocial at birth and throughout life we actively seek out the company of trusted others. This is particularly the case in times of stress and trauma when the challenges we face and the surroundings which house them are complex and unfamiliar to us, fragmenting our ability to cope and causing us to feel vulnerable.  Engagement with other individuals whom we perceive as caring results in restored feelings of security comfort and self confidence. A failure to recruit human support results in further distress, insecurity, a lack of selfworth and even despair. This can lead to a lack of cooperation, anger, frustration and learned helplessness. Personal security, on the other hand is a thinking and feeling state which promotes independence and buys time for us to regroup and plan to meet our needs (Belsky and Cassidy,1994). 

This understanding of how people move and thrive in the world explains why the findings of a wide body of research into how patients perceive quality care differ from that espoused by healthcare planners. There are more complaints from patients about poor personal communication including not being listened to than any other part of healthcare (Stickley and Freshwater, 2006). Shattell (2004) cites a range of studies in which patients reportedly felt dehumanised by a lack of eye contact but valued and restored by nurses who were willing to listen to them. Patients have been shown to be far less troubled by clumsily conducted procedures or tardiness in responding to requests than by nurses who cannot remember their names or who fail to respect their individuality. Nurses who by their behaviour actively acknowledge  the likes , dislikes and overall concerns of their patients are highly prized (Reiman, 1986;Attree,2001).  Williams (2001) underlines the importance of emotional and personal closeness at times of vulnerability such as bereavement or the period immediately before receiving a general anaesthetic. 
Caring is in itself an insufficiently simple and nebulous term with which to describe the multifaceted nature of nursing practice (Tarlier,2004). An exploration of the  nurse patient relationship through use of student narratives will illustrate how deceptively complex it is.

A Familiar Face

Adam was a 29 year old man I met in my first year of study. He suffered a brain injury after falling off a balcony landing on a concrete surface. He had emergency bi-frontal decompression with an evacuation of right frontal lobe contusion and after the accident had suffered post-traumatic hydrocephalus.  Unfortunately he had also gone on to develop epilepsy. He had been a keen surfer and a very active young man but had now lost the ability to speak, walk, to use initiative and to perform any basic task. Seeing the small but significant progress he had made following physiotherapy in a few weeks from when he was admitted to the ward to when he was transferred to the rehabilitation unit inspired me.  I was very surprised and also pleased to see him again, in my second year of nursing when I was placed on a rehabilitation ward. Previously, Adam had made very little signs of self-awareness; he had given me a thumbs up once and had smiled as I was passing through the bay. A year on Adam could laugh appropriately; he showed understanding and sometimes could interact with staff members he knew well through grunting. Other times he was very vacant and showed absolutely no sign of understanding or awareness, which I found hard to deal with. Sometimes I thought he was ignoring me, other times I didn’t think he registered that I was there.

 The future had looked bleak. However, Adam made a startling recover. It started off with very small progress, one day his father passed him a mobile phone and Adam was pressing buttons as if trying to write a text message. A few days later he spoke and said, “Hello Dad” with a big smile. About a month later after my placement had finished I went up onto the ward. He recognised me and could say my name! I was so happy for him I could have cried and it made me reflect on how much I love this job and even though there are so many bad days associated with nursing there are some wonderful ones. The human spirit is robust. Where many people would have given up and sunk into depression Adam and his family remained upbeat. I like to think their outlook on life was kept high due to the excellent care and friendship they all received on the rehabilitation unit. I will never forget how he went from being quite comatose at times in my first year to suddenly finding the strength from somewhere to start talking.


Kati Lucas Second Year Nursing Student

Engagement is the demonstration of  willingness to become involved; the evidence of a desire to pursue an understanding of the patient’s situation as they see it (Berg et al,2007). Engagement lays the groundwork for trust and lends credibility to other skills which are actioned. Patients, particularly those with chronic conditions value continuity(Berg et al, 2006). Continuity is especially valuable when a patient’s level of consciousness is variable and when memory is compromised as in the case of Kati Lucas’ patient. Longterm memory is not limited to a  distinct structure in the brain but is stored within a relationship of personal meaning and context networked across cerebral structures. Memory networks are linked to the special sense cortices to trigger salient information retrieval. This arrangement makes compensation possible especially in the period of recovery following trauma(Cohen, 1993). The smell of red wine may trigger the memory of a mediterranean holiday. The sound of a favourite musical artist may stimulate memories of time spent with friends and loves ones and the sight of a familiar face may call to mind the encouragement received from that individual (Rose, 2006).

A sense of personhood recovered for someone by a nurse providing a environment of personal familiars is never more important than in a patient who is confused and disorientated. In doing so, Lucas assisted her patient to regain his place in the social world ; something which could not have been achieved by physiotherapy or other rehabilitative measures alone.

Patient Centredness

One 93 year old lady with a history of falls was with us for around 8 weeks. I noticed that as I allowed more time to get to know her it became easier to know what she wanted and needed. Likewise she seemed to be more comfortable with me. Not that I did anything special, I just talked with her, listened to her, and got to know her as a person rather than only approaching her when a certain intervention was due.

She was actually a very interesting lady, who had travelled to distant places and met people from different nations and tribes. She had endured a difficult and abusive upbringing as an unwanted child.  Marriage had brought happiness and stability to her life but now she was a widow and alone. Her recent admission and planned transfer to a residential home meant permanent separation from her beloved cat. She was not always the most welcoming, sociable or cooperative person on the ward. In fact she could be grumpy and unwilling to do things, but knowledge of her past and present circumstances enabled me to empathize with her situation and better equipped me to provide the care she needed

For example, having got to know this patient better, I soon realised how she liked to be addressed and spoken to, and how she didn’t like to be spoken to: a simple thing but one that made a big difference to her and to our relationship. During mobilisation I was able to help her productively and in a way that she was comfortable with. I learned that when moving her, what was vital was time, patience and listening to how she wanted to be supported; safe-guarding and encouraging her movements. Rather than rushing her about and doing most of the moving for her, she benefited by getting a better chance to actually mobilise within her limits, and by doing things her way. Because of this I was able to help maintain and improve her mobility and maximise her independence. 

Other things such as placing extra pillows around her for support to prevent her knocking herself as she slept, and cutting up some of her food due to her limited strength and dexterity, all came from having a better knowledge of the patient either through observation or conversation.

Nurses can expect too much from patients; forgetting that everybody is different. They can expect patients to follow a longstanding routine that has worked well for them even though it isn’t really what the patient wants. Then when the patient doesn’t comply, nurses become irritated and less willing to help. When there’s a lot of work to be done it’s understandably difficult, but there is a need to treat each patient as an individual. 


Daniel Gray   First Year Nursing Student
Daniel Gray’s experience illustrates how patientcentredness is a prerequisite to concordance. On first impressions Gray’s patient is uncooperative and temperamental. A paternalistic to care might view the way to positive outcomes blocked by this old woman’s lack of compliance with a mobilisation programme. However his personal interest in his patient and his place in her biography provide Daniel with insight into the interpretation she places on her hospital admission, the concerns which arise from this interpretation and the behaviour this shapes. Gray molds and negotiates care on the basis of his patient’s view of her needs and ‘limitations’. Concordance is achieved and sustained resulting in a positive health outcome.

There is nothing particularly remarkable about this outcome. Patients’ values and beliefs arising from religious cultural and subcultural folklore both influence and are influenced by their view of health and health care experiences (Henley and Schott, 1999). Ignoring the  need to factor in respect for belief diversity into care threatens to disable practice and increase patient vulnerability(Cioffi, 2006). Unlike compliance, concordance is consistent with contemporary psychological perspectives on reasoned action. Our behaviour is motivated much more by what matters to us than by established fact and certainly more than by what we have been told to do by others(Armitage and Connor, 2000). Consequently positive health outcomes are are more likely when a care plan takes account of a patient’s anxieties and sentiments, practical needs, ethical and religious beliefs (McKinnon,2007). 

Conclusion

Caring is in itself an insufficiently simple and nebulous term with which to describe the multifaceted nature of nursing practice. The nature of how humans exist and relate to the world around them particularly in times of vulnerability means that cutting edge biomedical treatments delivered efficiently and successfully with expert precision are by themselves insufficient to meet the needs of patients at those times of healthcare intervention. Narrative provides evidence of the nurse patient relationship  as an irreplaceable finely tuned channel through which need can be individually assessed, and a package of care can be most effectively negotiated, delivered and evaluated.
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